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Abstract 
In clinical consultations, doctors and patients try to align their efforts to meet the goal of consultation which is diagnosis and 
treatment. The general pattern of a clinical consultation, as an activity type, normally includes: opening, history taking, 
examining, diagnosis, offering treatment, and terminating [1,2]. This study analyses the structure of clinical consultation in a 
multilingual multicultural setting (MMS) in which the participants are non-native speakers of English. This paper will discuss, 
in particular, the opening of 15 consultations which reveal a unique feature of the MMS consultations. 
 
Keywords:  consultation pattern; doctor-patient communication; multilingualism; multiculturalism; primary care consultation; English for 
professional purposes. 
1. Introduction 
In any professional activity, language plays an important function. However, different professionals use 
language differently according to the aims of participants, the context, the type of activity, the role of 
participants, the social norms, politeness rules, and the degree of formality in the specific professional contexts. 
According to Levinson [3 -
allowable contributions they can perform considering all aspects of the activity in which the participants are 
involved. Here, the goal of clinical consultation is making diagnosis and treatment. Moreover, there are 
constraints associated to what the participants can do to achieve the goal of consultation, the degree of adherence 
or violation of conversational and interpersonal maxims, turn-taking, topic control, and the like. In this way, in 
line with the involved activity, doctors and patients co-
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meaning that participants bring into the involved activity [4]. Here, the current activity is clinical consultation. 
This paper aims at describing the general pattern of doctor-patient consultations in an MMS. The main objective 
is to discover the pattern of clinical consultation involving Malaysian doctors and Iranian patients from two 
culturally and linguistically different speech communities in the health centre of one of the public universities in 
the south of Malaysia.  
2. Literature Review 
2.1 General Structure and Sequencing of Clinical Consultation 
Byrne and Long [1] examined doctor-patient communication in a variety of settings. They described the 
clinical consultation in terms of a spectrum with two extremes. At one end, it is almost doctor-dominated to the 
near exclusion of the patient. At the other end, the patient is almost a monologue and most of the talk is 
controlled by the patient like a consumer of the service. 
may be focused on information-gathering or non-directive counseling; the degree of th
consultation may vary between the two extremes. On the whole, they classified the overall structure of primary 
care consultations including six phases as follows:  
 
1. Relating to the patient (opening) 
2. Discovering the reason for attendance (history-taking) 
3. Conducting a verbal or physical examination or both (examination) 
4.  
5. Detailing of treatment or further investigation (treatment) 
6. Terminating (closing) 
 
Ainsworth-Vaughn [2] believes that medical interactions in health communication are sequentially organized. 
The most general sequential order includes opening consultation, complaint (presenting symptom/history taking), 
examination, diagnosis, treatment (advice), and terminating. This is almost the same as the previous classification 
[1] with emphasis on the sequential ordering of the structure. Moreover, she classifies presenting symptoms and 
history taking under the category of complaint. 
 Mishler [5] found the prolific use of interactions with the three-
 
Although there is generally a six phase structure for clinical consultation, both patients and doctors may 
sometimes deviate from this framework of consultation during medical interview [6]. This view about the 
structure of medical consultation is rightly compatible with Lev
non-rigidness as a defining feature of medical interviews. 
In almost all forms of communication, participants need to cooperate in order to achieve the communicative 
goal. Similarly, both doctors and patients in clinical consultations contribute to successful communication in 
medical visits. In a conventional clinical interview, the doctor is responsible for seeking necessary information 
for the diagnosis and treatment. In contrast, patients are typically expected to provide the requisite information to 
the doctor. After arriving at a diagnosis, the doctor divulges it to the patient prior to planning any sort of 
treatment. During the medical interview, the patient sometimes asks questions if there is uncertainty about the 
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and treatment [7]. In this view, the medical encounters are structured based on information-seeking process in the 
pattern of exchanging questions and answers.  
West [8] emphasized the importance of questioning and suggested that doctors control the topic of interaction 
via questioning. In other words, questions are operative tools of organizing and managing clinical consultations 
by doctors. In fact, West maintains that on average 91 per cent of questions in clinical consultations are asked by 
the doctors and are nearly organized by sequence of questions and answers. Ainsworth-Vaughn  [2] study on 
oncology and hematology consultations shows that patients ask 38% of the questions. The difference in the 
settings of the studies by West [8] and Ainsworth-  may account for the difference in the amount of 
talk between the doctors and patients. It is very probable that the worries of patients in chronic clinics such as 
oncology, hematology, and diabetes may exceed those of more ordinary diseases. Therefore, the level of the 
  
 The most comprehensive relevant account for the absence of ritual social talks in medical consultation is 
given by Waitzkin [11] who maintains that generally doctors lack competency in dealing with social parameters 
of disease. Thus, they feel comfortable to deal with medical rather than social concerns of the patient. Goffman 
[12] distinguishes between systems-constraints and ritual-constraints of interaction. The first constraints label 
those ingredients which are essential in sustaining any type of systemic interweaving of actions based on 
language while the second type of constraints is not essential in maintaining interaction linguistically. The latter 
are typical of the social and cultural aspects of interaction. 
2.2 Central versus Peripheral Phases of Clinical Consultation 
In this study, for the sake of a 5] dichotomous 
distinction between the two voices, clinical consultation is divided into central and peripheral parts. The former is 
mainly biological
clinical consultation consists of phases 2-5 of general structure of clinical consultation. The latter is more holistic 
and social in nature and constitute 
consultations. With respect to the social elements of interaction, Rampton [15] maintains that people use ritual 
talks by shifting briefly away from the literal meaning aiming at truth or falsity. Ritual aspects of social talk 
include greeting and farewell routines, apologies, thanks, etc.    
2.3 The Significance of Peripheral Phases of Clinical Consultation 
In the opening phase, doctors usually start consultations with a small ritual talk before engagement with the 
main part of consultation. In the beginning, welcoming or greeting between the participants can act as a warm up 
and ice braking pre-activity exercise which aims at making the patient feel comfortable and creating rapport 
r facilitating strategies in communication. However, opening rituals may not 
obviously be related to the main activity of medical practice but they can facilitate the interaction. Finally, this 
of the visit.  
 Regarding the significance of the social talks in medical interviews, Ten Have [6] states that opening and 
closing phases constitute 'polite' mundane ways of initiating and terminating encounters during which, the two 
participants almost perform as 'host' and 'guest'. He further maintains that within these 'brackets', the consultation 
is structured as a service encounter, beginning with a request-for-service in phase 2, and ending with a service-
delivery in phases 4 and 5. It seems that social talks in clinical consultation act like colorful wrapping paper for a 
package of service.  
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In sum, the previous studies have been conducted in speech communities where one language and its 
associated culture were dominantly used by one of the participants. That is either doctor or patient have used their 
own native language. Considering this uniqueness of the environment of this study, we examine the structure of 
clinical consultation to see whether it is in concordance with the mainstream structure in previous studies in a 
MMS despite the fact that English is used as a lingua franca being the native tongue of neither of participants in 
the primary care consultations under study. 
3. Methodology 
3.1 Participants 
The participants of this study consist of i) the doctors, at the Universiti Teknologi Malaysia Health Centre 
(UTMHC) in Johor, Malaysia and ii) Iranian expatriates who are currently registered postgraduate students at the 
university and their families. Two doctors, one male and one female, participated in our investigation with 15 
patients. The doctors are between 35-45 years old and speak Malay and English as their first and second language 
respectively. The patients are between the ages of 25-50 who speak Persian and English as their first and second 
languages. The doctors are Malaysian citizens, while the patients and their families have been living in Malaysia 
between one to five years. 
3.2 Procedure 
Our interests were the opening phase of clinical consultation to explore whether it is similar or different from 
the other studies. In the MMS under study, the doctor-patient interactions were recorded after the signing of 
consent forms. The forms given to patients who agreed to participate were written in Persian- their native 
language- to facilitate and ensure precise understanding. The procedure of the research started by negotiating 
with each patient individually and inviting them to accept participation in the research and sign the informed 
consent form prior to participation. This step was done by a research assistant in the reception hall. Next, the 
consultations were audio recorded by a 
the consent form with the doctor, the researcher also observes the consultation sessions and takes the significant 
field notes which are not recordable by the recording instruments. These notes are mainly description of 
nonverbal communication techniques, facial expressions, body language, cultural aspects of interaction, and the 
like. The d are 
including their email addresses and mobile phone numbers are written in their consent forms to make possible 
future availability to them in case of need.    
The recorded audio consultations were repeatedly listened to, at different intervals to mitigate the possible 
backwash effects. All 15 recorded clinical interactions between doctors and patients had been classified prior to 
discussion.  Some prominent data samples were selected for the purpose of analysis.  
4. Findings and Discussion 
In the opening phase of clinical consultation, the doctor initially establishes relationship with the patient like a 
host welcoming a guest. The first impression is made between the doctor and the patient in the very beginning 
attention. An overview of the recorded data from doctor-patient encounters in the present study shows that there 
is a general pattern of the consultation activity. The sequential order of the consultation in this study is in 
congruence with previous findings [1,2,3,6]. That is, opening, history-taking, examination, diagnosis, treatment, 
and closing. However, the first phase of clinical consultation is noticeably different in content and length from 
12   Hossein Bagheri et al. /  Procedia - Social and Behavioral Sciences  66 ( 2012 )  8 – 16 
the previous studies [1,2,3,6]. In this section, the opening phase of the structure of clinical consultation in the 
multilingual multicultural environment under study based on the collected data is described and explained. 
In this study, all of the medical consultations started with a brief opening in a very straight forward and to the 
point method.  you sick; ok, start it; ok, aha, alright, yes; ok, ready; 
by the doctor without any exception throughout the whole visits. 
 
The openings in clinical consultations were categorized into five types as follows: 
1) Opening via inquiry  
2) Opening via directive 
3) Opening via invitation  verbal 
4) Opening via invitation  non-verbal 
5) Opening via repetition 
 
Opening via inquiry: In data sample 1, the doctor begins the consultation by asking the patient 
participants do 
understand the pragmatic meaning of the utterance rather than its literal meaning. Very interestingly, the patient 
knowing that responds appropriately by talking about his skin problem. 
 
Data Sample 01 
 
1. D: Are you sick? (PD01.SP) 
 
Opening via directive: As data sample 2 indicates, the doctor opens the interaction by ordering the patient to 
 
euphemize the harshness of the commanding utterance. The patient immediately starts talking about his 
hypertension. 
 
Data Sample 02 
 
1. D: OK start it. (PD02. HT) 
 
Opening via invitation  verbal: Another way of inviting the patient to talk is done via using the easiest, most 
common, and most understandable words in English as shown in data sample 3. These are the words that any 
learner of English learns very early. 
 
Data Sample 03  
 
1. D: Ok (.) Ah (.) Alright (.) Yes (PD3.CO) 
 
Opening via invitation  non-verbal: The doctor uses body language and especially his/her gaze and hands to 
invite the patient to sit and get comfort before opening the clinical interview. The doctor prognostic intuition 
helps her to talk to the patient who has strong depression non-verbally and decide how to behave after the patient 
reveals themselves via their talk.  
 
Data Sample 04  
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1. D: Pointing to the chair for the patient to sit (PD7. DEP) 
 
Opening via repetition: In this type of opening consultation the doctor repeats an enquiry several times. It also 
indicates the doctor being in a hurry. Even when the patient says hello, the doctor does not respond because she 
has to be quick and go somewhere. Fast typing and quick way of finishing her tasks to be on time for her 
appointment all are evident from the repetitious opening of the visit. She quickly made herself understood to the 
patient and got confirmation in the 4th turn.  
 
Primary Data 05 
 
1. D: Come come come (2.0)  
2. P: Hello.  
3.  and speaking aloud) heada::che 
(.) blurry vi::sion (.)    I give already the medicine RIGHT 
4. P: Yeah 
(PD12. SR) 
 
The opening phase of clinical consultation is very significantly different from the literature [1, 2, 3, 6]. This 
type of straight forward and succinct way of beginning consultation seems to be an abrupt initiation of the 
process of consultation by the doctor. The speed of initiation and the repetition of words can pragmatically 
patient the purpose of the interaction. That is, we are here for the specific aim of diagnosis and treatment. 
Therefore, it is necessary to focus the talk on it and nothing else as it is indicated from the data samples. 
The use of short phrases, easy language structure, vocabulary, and frequent repetitions by the doctor indicates 
the speedy process of the activity and may evidently show doctors being in a hurry similar to the street vendors 
who signal their arrival and indicate being in a hurry asking people to gather as soon as possible. In this way, the 
addresser is inviting the addressee to cooperate in a speedy manner, too. As the primary data sample 12 shows, 
the doctor who is visiting the patient is not ready to answer back his greeting. The next turn explains the situation 
further by mentioning the obligations to be done, fast typing, and speaking aloud what is being typed. Altogether, 
different factors are indicative of the pressure of hard working under time constraints. While doing such activities 
in limited time, the patient does understand the doctor and does not expect answering his greeting. 
During phases 2-5, the absence of long pauses, the continuity of talk, the relatively high speed of interaction 
and the relatively short length of consultation (on average 5 minutes) are also indicative of time-constraint as a 
main factor in this study affecting opening of the interaction and particularly, the phatic talks. The brevity of the 
sixth phase and its direct connection with recording pati
that shows the importance of time-consuming measures in the clinical consultation which is manifested in the 
opening phase of clinical consultations. 
Time limitation may lie behind such a hasty and speedy beginning of clinical consultations in this research. 
Every day, on average 200-300 patients visit the health centre and every doctor visits 40-60 patients in a working 
shift of 9-5, excluding break time for breakfast and lunch. Another explanation can be the priority of task-
oriented talk over social talk [5
use can also account for avoidance of small talks in medical consultation. Short, easy, and direct form of opening 
visits can save time and facilitate transfer of information in an MMS as indicated in the data examples.  
In summary, the overall structure of the consultation in the current study includes: opening, history taking, 
examination, diagnosis, treatment, and closing. In general, this structure is similar to the previous studies in the 
literature [1,2,3,6]. What prominently differs is the opening phase of consultation which consists of just one turn 
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by the doctor in all consultations. It is a direct enquiry about the reason for the visit without preceding any phatic 
talk or introductory remarks.  
In this study, the analysis of the collected data divulges a unique feature of clinical consultation. That is, 
unlike most mainstream reported research [1,2,3,6] on medical encounters which included phatic talk in the 
beginning and at the end of the medical interviews, here, such social small talks do not exist. As the data sample 
shows, the doctor in a straight forward manner starts the consultation by asking the patient for the reason of the 
visit or medical problem. For example, in 13 out of 15 consultations, the participants neither greet each other in 
the beginning nor have a ritual manner of leave-taking or saying good bye formally at the end (see data samples). 
In this way, only strict institutionally bounded routines such as knocking on the door while entering the surgery 
was performed. 
11] notion regarding the lack of social competency among doctors, in an MMS, social 
aspects of disease become more complex for doctors to deal with. It seems that inequality and discrimination lend 
themselves very well in social rather than medicalised contexts. Therefore, avoiding social phatic talks in clinical 
consultation could be a benevolent action in multi-ethnic environments in spite of apparently signifying the 
practice of discrimination. 
interaction are involved necessitates focus on foregrounding the more relevant and backgronding the less relevant 
issues. Here, medical topics are foregrounded and social talks are back grounded. 
Based on Eide, Graugaard, Holgersen, and Finset [13], informal talk needs to be appropriately included in 
ction has relationship 
with the compliance in following the prescriptions and treatment. Despite such significance attributed to the 
informal or phatic talk, in the above-mentioned studies, in this study, the emphasis is mainly put on medical talk. 
In this 4] differentiation between core business talk and phatic talk, the clinical 
consultation lacks any phatic talk in the beginning for the purpose of greeting and in the end in the form of ritual 
leave-taking manners. He maintain - -bounded, and 
transactional while the latter is atopical, minimally informative, context-free, and social. The absence of phatic 
talk in 13 out of 15 consultations in the data reveals a unique feature of clinical consultation which is specifically 
observed in the MMS of the clinical consultations under study. The absence of rigidity and the presence of 
al consultation as an 
activity type. The use of ritual talks can help participants circumvent the denotative meaning focused on objective 
engagement with truth or falsity [15]. In this perspective, ritual aspects of medical communication are not so 
imperative while its medical aspects are extremely vital in medical interviews.  
6] findings further support the consensus on the priority of institutional setting over cultural setting 
as being more relevant to the interactional aspects of the clinical encounters. Thus, medical consultations share 
more characteristics of service encounters which are not being controlled by guidance-cooperation model of 
n to the 
 
In a nutshell, the opening in primary care consultation in the MMS under study is compatible with the 
previous studies [1,2,6]. That is, opening is in alignment with the other phases of the clinical consultation. 
However, when both participants are non-native speakers of English from different languages and cultures, the 
pattern slightly differs with respect to the proportion of social talk within clinical consultation. That is, the 
medical aspects of consultation are prioritized to the extent of almost excluding social aspects of consultation in 
the opening phase.  
As Sarangi and Candlin [17] state, prior to analyzing professional talk in communication settings, a 
comprehensive understanding of the organizational order which supports the practice is necessary to be 
considered. Moreover, the tension between medical talk and social talk as manifested in medicalization and 
demedicalisation [5] could be relevant to the situation in this study. Considering institutional and professional 
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factors, the following reasons could account for the absence of phatic talk in the data in the structure of the 
clinical consultations in MMS under study. 
 
5. Conclusion and Recommendation 
 
The analysis of the opening in consultation in the multilingual multicultural setting has resulted in the 
following tentative conclusions and related recommendations.  
 
1. The institutional factors such as time constraint, limited number of physicians, etc. can prioritise medical 
talk over phatic talk even to the level of disregarding the latter. 
2.  The complexity of phatic talk and low familiarity of doctors with this type of talk in comparison with the 
ease and familiarity of the technical language of their expertise offers room for further training of the doctors. 
The doctors are educated to practice medicine and their activities are different from psychologist.   
3. Culture-sensitive nature of social talk may prone clinical consultation to miscommunication as a result of 
misinterpretations. Medical talk can be either understood by the patient or not understood. They are less prone 
to misinterpretation and conflict than phatic talk.  
 
One important implication for this way of opening clinical consultation without phatic talk may indicate that 
the doctor does not mind who their patients are, what language they speak, or what culture they belong to! The 
only relevant matter is the health problem the patient brings to the doctor. Some topic of general interest such as 
the weather, how study goes on, how life goes on in the new country, how enjoyable or difficult it is, how long 
the patient has been waiting to see the doctor and similar culture insensitive topics can break the ice and create 
rapport which can smooth the consultation process. 
Medical students and practitioners who work in MMSs should become aware of such a different pattern of 
consultation which focuses mainly on medical aspects of consultation while disregarding its social and affective 
dimensions. In addition, further studies need to be conducted to search for the existence of such a difference in 
other MMSs and the reason behind it. Likewise, further investigations have to be conducted to search the 
existence of social talks in clinical consultation among the native-to-native participants of clinical consultation in 
Malaysian and Iranian communities where our participants come from. Perhaps, these findings are culture-
specific features only in these two communities. Further research is also necessary to explore the structure of 
native-to-native clinical consultations in Malaysian or Iranian settings and compare the findings with the current 
study to further ascertain to the uniqueness of the structure of consultation in this study. Regarding training 
implication of the study, medical students and practitioners should gain awareness regarding the flexibility of 
medical consultation and its consequences on their practice.  
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